Cyst, fistula, 
ulcers, sinus 


Dr Saeed 
Abdelbaki 


—B DEFINITION 


SINUS: 


* Blind track lined by granulation tissue leading 
from epithelial surface down into the tissues. 


* Latin: Hollow (or) a bay 


Sinus 


" 


Causes of sinuses 


CONGENITAL 


Preauricular sinus 


ACQUIRED 


TB sinus 

Pilonidal sinus 
Median mental sinus 
Actinomycosis 


Fig. 1.79: Pilonidal sinus showing primary and secondary sinus. 


Postauricular sinus 


Mandibular sinus due to badly infected caries teeth, 
osteomyelitis of mandible 


Tuberculous sinuses in the chest 
wall 


_ Fistula 
J. peria Fistula 


= 


Fistula 


D ua 
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Hollow viscus 


* ABNORMAL communication between lumen of one 
viscus and lumen of another (INTERNAL FISTULA) 


(or) 
between lumen of one hollow viscus to the 
exterior (EXTERNAL FISTULA) 

(or) 


between any two vessels 


Hollow viscus 


Latin : flute (or) a pipe (or) a tube 
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Fistula 


Hollow viscus 


Skis A 


Causes of fistula 


CONGENITAL ACQUIRED 

* Branchial fistula I. Traumatic 

= Tracheo-esophageal Il. Inflammatory 
* Umbilical Ill. Malignancy 


= Congenital AV fistula  IV.latrogenic 
* Thyroglossal fistula 


Causes of acquired fistulae 


ACQUIRED 


I. TRAUMATIC: 
(A) following surgery : eg., intestinal fistulas 
(faecal,biliary,pancreatic) 


"4 (B) following instrumental delivery (or) difficult 
labour 
e.g., vesicovaginal,rectovaginal, 
ureterovaginal fistula 


Acquired fistula 
( cont.) 
BD 1. INFLAMMATORY: 


Intestinal actinomycosis, TB 


Ill. MALIGNANCY: 


when growth of one organ penetrates into the 
nearby organ. 


e.g., Rectovesical fistula in carcinoma rectum 


IV. IATROGENIC: 
Cimino fistula- AVF for hemodialysis 


ECK fistula- to treat esophageal varices in portal HTN 


From 
dialysis 
machine 
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Another fistula classification 


> FISTULA 


EXTERNAL INTERNAL 

> Orocutaneous > Tracheo-esophageal 
> Enterocutaneous > Colovesical 

> Appendicular > Rectovesical 

» Thyroglossal > AVF 


> Branchial > Cholecvstoduodenal 


Sinus Vs fistula 


V 


(a) (b) 


Fig. 12.18 (a) A sinus, and (b) a fistula. Both usually arise from a 
preceding abscess. (a) This shows that a sinus is a blind track, in this 
case a pilonidal sinus with its hairs; (b) this shows that a fistula is a track 


connecting two (epithelial) lined surfaces, in this case a colocutaneous 
fistula. 


MD) Causes for persistence of sinus (or) fistula 


> Presence of a foreign body. e.g., suture material 


» Presence of necrotic tissue underneath. 
e.g.,sequestrum 


» Insufficient (or) non-dependent drainage. 

| e.g., TB sinus 
> Distal obstruction. e.g., faecal (or) biliary fistula 
> Persistent drainage like urine/faeces/CSF 
> Lack of rest 


Cuases of perssistent sinus or fistula 


> Epithelialisation (or) endothelisation of the track. 
e.g., AVF 

» Malignancy. 

» Dense fibrosis 

> Irradiation 

» Malnutrition 

» Specific causes. e.g., TB, actinomycosis 

> Ischemia 

> Drugs. e.g., steroids 

» Interference by the patient 
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Mnemonic for fistula 
persistence 


Foreign Body & Necrotic Tissue 

Radiation 

Immunosupression 

Infection 

Ischemia 

Epithelization 

Neoplasia 

Drugs (eg: Steroids , Cytotoxic drugs) 
Distal Obstruction 

Systemic Diseases (eg: AIDS) 


PATHOPHYSIOLOGY 


CONGENITAL: 


Arise from remnants of embryonic ducts that 
persist instead of being obliterated and 
disappearing completely during embryonic 
development. 

e.g., pre-auricular sinus, branchial fistula, TOF, 
congenital AVF. 


ACQUIRED . 


Usually secondary to presence of foreign body, 
necrotic tissue in affected area (or) microbial 
infection (or) following inadequate drainage of 
abscess. 

e.g., perianal abscess when bursts spontaneously 
into skin forming a sinus and when bursts into both 
skin and anal canal forming a fistula. 
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Isolat Isolated TEF EA with EA with 
(8% 4%) proximal TEF (1%) double TEF (1% 


CLINICAL FEATURES 


Usually asymptomatic but when infected manifest 
as- 


* Recurrent/ persistent discharge. 
* Pain. 


* Constitutional symptoms if any deep seated 
origin. 


CLINICAL EXAMINATION 


INSPECTION: 


1. Location: usually gives diagnosis in most of the cases. 


SINUS: pre-auricular- root of helix of ear. 


median mental- symphysis menti. 
TB- neck. 


FISTULA: branchial- sternomastoid ant border. 
parotid- parotid region 


thyroglossal- midline of neck below hyoid. 


LU» 2. Number: usually single but multiple seen in HIV 
patients (or) actinomycosis. 


3. Opening: 
a) sprouting with granulation tissue-foreign body. 
b) flushing with skin- TB 

4. Surrounding area: 

: erythematous- inflammatory 

bluish- TB 
excoriated- faecal 
pigmented- chronic sinus/fistulae. 


- 5. Discharge: 


= White thin caseous, cheesy like- TB sinus 
| * Faecal- faecal fistula 

* Yellow sulphur granules- actinomycosis 

* Bony granules- osteomyelitis 

* Yellow purulent- staph. infections 

* Thin mucous like- brachial fistula 

s Saliva- parotid fistula 


ID Palpation: 
a) Temperature and tenderness: 


b) Discharge: after application of pressure over the 
surrounding area. 


c) Induration: present in chronic fistulae/sinus as in 
actinomycosis, OM 


TB Sinus induration absent. 
d) Fixity: 
e) Palpation at deeper plane: 
lymph nodes- TB 
Thickening of bone underneath- OM 


INVESTIGATIONS 


> CBP- Hb, TLC, DLC, ESR. 
> Discharge for C/S , AFB, cytology, Gram staining. 
» X-RAY of the part to rule out OM, foreign body. 


^ » X-RAY KUB and USG abdomen in cases of lumbar 


fistula to rule out staghorn calculi. 
> MRI 
» BIOPSY from edge of sinus 
» CT Sinusogram 


> > FISTULOGRAPHY/ SINUSOGRAPHY: 


* For knowing the exact extent/origin of sinus 


(orJfistula. 

: Water soluble or ultrafluid lipoidal iodine dye is 
used. 

* Lipoidal iodine is poppy seed oil containing 40% 
iodine. 


TREATMENT 
BASIC PRINCIPLES: 


» Antibiotics 

» Adequate rest 

» Adequate excision 
» Adequate drainage. 


> After excision specimen SHOULD be sent for 
HPE. 


> Treating the cause. 
e.g., ATT for TB sinus. 
removal of any foreign body. 
sequestrectomy for OM. 


TUBERCULAR SINUS OF NECK 


Causative organism: mostly M.tuberculosis 
but also M.bovis 
‘Site and mode of infection: 
a) lymph nodes in anterior triangle from tonsils. 
b) lymph nodes in posterior triangle from adenoids. 
c) supraclavicular nodes from apex of the lung. 


pr 


Clinical stages: 


a 
Stage 1: Lymphadenitis 
O © (Discrete nodes, nontender, 
9 Q firm/hard mobile) 


Stage 2: Matting 
(Firm, nontender, move together 
en mass—due to periadenitis ) 


Stage 3: Cold abscess 
(Deep to deep fascia) 


Stage 4: Collar stud abscess 
(Rupture through deep fascia unde 
the skin, cross-fluctuant, adherent 
to skin) 


Stage 5: Sinus formation 


Stage of lymphadentis: 
m non-tender,discrete, mobile firm lymph nodes 


Stage of peridenitis: 
due to involvement of capsule. 


non-tender, MATTED,mobile together, firm 


L 


pathognomic of TB 
ig. 2.4: TB lymphadenitis—matted node: 


Fig. 2.3: TB Ivmphadenitis—discrete no: 


NE Stage of cold abscess: 
| =» due to caseating necrosis. 


= non-tender, cystic, fluctuant swelling not 
adherent to overlying skin. 
‘= Sternocleidomastoid contraction test- 
present deep to deep fascia 
= trans illumination negative 


c^ TREATMENT: 


» Lig-zag aspiration by wide bore needle in non- 
dependent area to avoid a persistent sinus. 


> Instillation of 1g streptomycin +/- INH in solution with 
closure of wound without placing a drain. 


- ATT 
77777 1&D not done-persistent TB sinus. 


Stage of collar stud abscess: 


cold abscess ruptures through deep fascia 


forming an another swelling in sub-cutaneous 
plane. 


« Fluctuant, adherent to skin. 


EEE 


* Treated like a cold abscess. Ey A AT. 
Rupture TS) DAW 


ALL 


Fig. 2.11: Collar stud abscess 


Multiple tubercular 
sinuses in the neck 
and in front of 

the ear 
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Stage of sinus: 


» collar stud abscess bursts out leading to a 
persistent discharging sinus. 


» Can be multiple, wide opening, undermined 
edges, non-mobile. 


> Bluish discoloration around the edges. 
» NO INDURATION. 


INVESTIGATIONS 


Hematocrit, ESR t, S.albumin !, S.globulin ? 


FNAC of lymph nodes and smear for AFB and 
C/S 


Open node biopsy of lymph nodes. 
Edge biopsy of sinus- granuloma. 
mantoux test 

Chest X ray 

Sputum for AFB 


TREATMENT 


> ATT 


» Excision of sinus tract with excision of diseased 
lymph nodes. 


FISTULA-IN-ANO 


Chronic abnormal communication usually lined to 
some degree by granulation tissue, which runs 
outwards from anorectal lumen (internal opening) 
to skin of perineum or the buttocks (external 
opening) 


Anorectal ulcers an 


EN  AETIOPATHOGENESIS 


* Cryptoglandular (90% cases) 
= Non cryptoglandular (10% cases) 
TB 
Diabetes mellitus 
Crohn's disease 
Carcinoma rectum 
Trauma 
Lymphogranuloma venereum 
Radiotherapy 
Immunocompromised patients (HIV etc.,) 


CLASSIFICATION 


PARKS CLASSIFICATION: 
(relation of primary tract to external sphi 


: Intersphincteric (45/0) 
: Transsphincteric (40%) 
* Supra sphincteric 

* Extra sphincteric 


STANDARD CLASSIFICATION 


= Sub cutaneous 
= Sub mucous 


= Low anal 

| 1, Pelvi-rectal fistula 
= High anal _ 2. Submucosal fistula 
* Pelvi rectal 


4, High-anal fistula 
5. Low-anal fistula 


CLINICAL PRESENTATIO 


: Intermittent discharge 
(sero-purulent/ bloodv) 
* Pain 
(which increases until temporarv relief 
occurs when pus discharges) 
* Pruntus ani 


*Previous h/o anal gland 
infection 


CLINICAL 
ASSESMENT 
= HISTORY: full medical history incl. obstetric, 


gastrointestinal, surgical, continence 
= DRE: area of induration, fibrous tract and inte 
opening may be felt (“button-hole” defect in 
Ca rectum) 
= PROCTOSIGMOIDOSCOPY: 
Toevaluate rectal mucosa for any und 


disease process. 


GOODSALL’S RULE 


: external opening in anterior half of anu 
usually runs directly into anal canal. 


: Ifexternal opening in posterior half of anus, 
usually curves midline of the anal canal 


posteriorly. | 


IMAGING | 


» Fistulography 
> Endoanal ultrasound 
» MRI 


> Fistulographv: 


= Reveals primary and secondary 
tracts, 


* Useful if extra sphincteric fistula 
suspected. 


ENDO ANAL ULTRASOUND 

: Determines sphincter 
integrity. 

: Complexity of fistula. 


APU c 
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= 


ARS 


= horse-shoe fistula 


“GOLD STANDARD” for fistula-in-ano imaging. 


high variety supra horse-shog fistulas 


> Control sepsis 
EUA 
Laying open abscesses and secondary 
Adequate drainage -seton insertion 


> Define anatomy 
* Openings and tracts 
/ Internal and External 
Single —v- multiple 
Extensions / Horseshoe 
: Relation to sphincter complex 
/ High -v- Low 


> Exclude co-existent disease 


= SURGICALMANAGEMENT 


: _ Patudtomy/Thelaying open technique) 
:  Fetuledtomy 


Seton techniques 
« Fibrin glue + sphincter prese 
: Anal fistula plug techniques. 


= Advancement flap 
1 [IFTprocedure. 


FISTULOTOMY 


: Ininter-sphincteric and low trans-sphincteric fi 
= Identification of tract with probe followed b 
of all structures between external and intern 
openings. 
Secondary tracts laid 
open. 


+/- marsupialization. 


antages least chance of recurrence 


relatively easy procedure 

minor degree of incontinence. 
Risks 

results in large and deep wounds that 
might take months to heal. 


FISTULECTOMY 


:All chronic (low) and also for posterior horse 
shaped fistulas. 


: Excision of entire fibrous tissue and tract anc 
kept open. 

* Sphincter repair +/-advancement flap. 

+ High anal fistulas p 

+/-colostomy. | 


SETON SUTURE PLACEMENT 


Preferable surgical option for high variety. 
Setons are usually made from rubber slings 
2types of seton suture can be placed 
Draining Seton 

Facilitates draining of sepsis 

Left loose and allows fistula to heal by fibrosis 
Cutting Seto 
Slowly "cheese-wires" though the sphincter muscle 
Allows fibrosis to take place behind as it gradually 


FIBRIN GLUE 


> Multi component system containing maini 
human plasma fibrinogen and thrombin. 


» Injected into fistula track which hardens in 
minutes and fills the track. 


ANAL FISTULA PLUG 


s The Anal fistula plug isa minimally invasive and 
sphincter-preserving alternative to traditional 
fistula surgery. 


s Theplug isa conical device and is placed by 
drawing itthrough the fistula tract and suturing it in 
place. 


= the plug, once implanted, incorporates naturally 
over time into the human tissue (human cells and 
tissues will 'grow' into the plug), thus facilitating 
the closure of the fistula 


ADVANCEMENT FLAPS 


x 
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Endorectal à! 2 


» Fistula tract probed 


> Flap raised We 
- Mucosa -Hnt. Sphincter | | | 
> Internal opening excised/closed QI je 


> Flap advanced & sutured 


LIFT PROCEDURE 


Ligation of Inter sphincteric 
Fistula Tract 

+ Trans sphincteric fistula 

* Draining seton -6 weeks 


+ Tract prepared with fistula brush 
* Debrides 
= De-epithelializes 


FOLLOW UP 


As with most anorectal disorders, follow-up 
includes: 


= Perianal baths, 

= analgesics for pain, 

= stool bulking agents, and 
= good perianal hygiene 


What is the name of given 
instrument? 


a. Aneurysm needle 
b. Fistula probe 

c. Veress needle 

d. Bone hook 


Discontinuity of skin or MM 
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Ulcer 


Ulcer description , BORDER 


Vicer description 10 Regular 


Border irregula 
r 


p 
rounded 


AMAN 


MARGIN (1-2 mm) 


RAISED , BEADED ,EVERTED 


"Wer description 10 


Border 


MANN 


AWAY FROM MARGIN 


Weer description 10 


Skin around Border 


e.g. 
pigmente 


d skin N 
around 
Varicose 
ulcer 
Margin 


AMAN 


Floor (4), what you see 


Granulation, pus, 
slough , flesh, 


Floor 


an be palpate 


Base , what you feel 


indurated ? rixdljcer description 10 


fender Skin around Border 
Floor 
Varicose ulcer base 
Margin is fixed (attached 
to tibia). 
A E 
Base 


malignancy induration goes beyond ulcer border 


Edge May be Sloping edge 


and formed by new, 
healthy epithelium 


Ege 7 

Lm All healing ulcers have sloping e 
WA pra, 

WU — Tuberculous ulcer bacillus eats less skin thar 


tissue 


Deep trophic ulcer 
- Gummatous ulcer 


ZZ d Rase Tunisally found in basal cell carcinon 


# YA T Aa edge 


(pei Example - Squamous cell 
carcinoma 
- Ulcerated 


Distal effect of ulcer (7) 
Edema , nerve palsy 


Ulcer 
27 


Distal Effect 


D 


Distal Effect 


Ra 


sed edge—basal cell carcinor 


Everted edge—squamous cell carcin 


prepare 
pp of cer 


Tongue Face 


Neck leg 
Back Genitalia 


Classification of ulcers 


[e | à 


e Traumatic ulcer 

* Arterial ulcer 

* Venous ulcer 

* Neuropathic ulcer 

* Decubitus ulcer 

* Diabetic ulcer 

* Tropical ulcer 

* Cryopathic ulcer 

* Martorell's ulcer 

* Meleney's ulcer 

* Bazin's ulcer 

* Ulcer due to miscellaneous 
causes—Sickle cell anemia, 
polycythemia, leukemia 


Different types of ulcer 


Specific ulcer 


* Tuberculous ulcer 

e Syphilitic ulcer 

* Ulcer due to 
actinomycosis 


(3)| Malignant ulcer 


e Squamous cell carcinoma 
* Basal cell carcinoma 
* Malignant melanoma 


Traumatic Ulcer 


The ulcer may present in the body but more commonly found where skin is closely 


applied to the bony prominences, e.g. shin, medial and lateral malleoli, back of 
heel. 


They are painful, circular-shaped ulcers. 


Arterial Ulcer (Ischemic 


Ulcer) 
a An ulcer that develops due to inadequate blood supply 


A Causes Large artery occlusion 
| * Atherosclerosis 


+ Embolism 
‘Small artery occlusion 
LÀ 


Buerger's disease 
e Raynaud's disease 


e Diabetes 
e Embolism 
e Pressure necrosis 


a Found in the tip of the toes and fingers and over the pressure areas. 


Arterial ulcer ( cont) 


Ulcer at 
tip of toes 
Gangrene 
Punched out edge 
No attempt of healing 
by surrounding tissues 


Pressure areas 
— The heel, 

head of 1st 
metatarsal, bone 
of 5th metatarsal 


Mechanism of arterial ulcer 


Repeated episodes of trauma/pressure | 


Denudation of skin epithelium = vv arterial supply 


In normal people No healing | 
Healing of injury | | 
Ulcer formation | 


Arterial ulcer C/P and Tx 


a Floor is often infected, the blood supply is not adequate enough to form healthy granulation tissue. 

à Clinically presents as painful, deep ulcer in the distal part of the extremities associated with symptoms of PAD 
(intermittent claudication, rest pain, exacerbation of pain at night) and signs of peripheral ischemia (dryness of skin, 
hair loss, blackish discoloration, gangrene). 

a. Treatment— Care of the ulcer + revascularization. 


Unless revascularization is successful, the healing of ulcer is not satisfactory. 


Perivascular 
cuffing 


Venous Ulcer 


Venous hypertension 


Distension of dermal capillaries 
and alteration of capillary endothelium 


Breakdown products of 
hemoglobin causes 
local irritation and skin damage 


Venous ulcer (gravitational 
/varicose) 


Lipodermatosclerosis 


‘Gaiter area’ 


Ulcer 


Sloping 
edge 


Floor (made of 
granulation tissue) 


a Commonly found around the gaiter area of the lower leg (lower third) and on the medial side of the leg. 


The ulcers particularly develop at the sites of incompetent perforators—Most common over Cockett's perforator 
(above the medial malleolus). 


Treatment—Care of the 
ulcer + compression 
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Neuropathic Ulcer 


a The ulcer develops due to repeated injury or pressure in an area unable to appreciate pain. 
Causes ————————» Spinal cord lesion 


| e Spina bifida 
e Syringomyelia 
Peripheral nerve lesion e Tabes dorsalis 
Diabetes e Paraplegia 
Leprosy 
Alcoholic neuropathy 
Peripheral nerve injury 


The ulcers are seen on the heel, base of 5th metatarsal, head 
of 1st metarsal in ambulatory patients; on the buttock and 
on the back of the heel in nonambulatory patients. 


Characteristic features of this ulcer— 
e Painless ulcer 
e Loss of sensation in the surrounding tissues 
e Normal vascularity in the surrounding tissues. 
a Clinically, neuropathic ulcers must be differentiated from ischemic ulcer by through neurological examination. 


Neuropathic ulcer at the head of 1st metatarsal 


A Treatment—Care of the ulcer + use of applicances to reduce pressure + treatment of the cause. 


edge 


L Punched out edge— 
Sloping edge neuropathic ulcer 


Diabetic Ulcer 


The ulcer develops due to 
Neuropathy 
Sensory Motor Autonomic 
neuropathy neuropathy neuropathy 

Due to large vessel Due to 
atherosclerosis microangiopathy 


(3) | Combination of both 


a Sensory neuropathy causes unrecognized i. due to ill-fitting shoes, trauma and foreign bodies. Impaired 


during walking. Neuropathy affects pain and temperature fibers 


proprioception causes 
in initial phase. 


4 Motor neuropathy (Charcot's foot, hammer toe, claw toe deformity) causes loss of arch of foot due to dislocation of 
metatarsophalangeal and interphalangeal joints leads to excess pressure—Leads to ulcer formation. 


a Autonomic neuropathy causes anhidrosis and decreased cutaneous blood flow in the foot—Drying of skin and 
fissure formation. 


Factors responsible for 
impaired wound 


El 
healing 


Microangiopathy 


Motor neuropathy 
Sensory Trauma 


neuropathy 


h ; to impaired wound healing. 
a Most commonly zou in great toe and metatarsophalangeal joint areas. 


RISK factors for development of 
diabetic foot ulcer 


Male sex 

Diabetes mellitus > 10 years 
Poor glycemic control 
History of smoking. 


bb b 


[About 14-24% risk of subsequent amputation following development of ulcer.] 


How to prevent DFU 


A Risk factor modification — 
e Avoidance of smoking 
e Proper glycemic control 
e Treatment of hypertension, dyslipidemia 
e Use of orthotic shoes and devices 
e Nail care 
a Patient education— 
e Proper selection of footwear 
e Daily inspection of feet to detect any minor injury 
e Keep the foot skin clean and moist 
e Avoidance of bare foot walking 
e Consultation with a physician if any abnormality detected. 
[Once ulcer develops, chance of healing is poor.] 


Treatment of DFU 


Proper control of blood sugar 

Off-loading—Complete avoidance of weight-bearing on the ulcer—Can be done by using orthotic shoes/casts 
Debridement—Wide debridement of all necrotic and infected tissues. 

Dressing of ulcer— 

e Topical antibiotics have limited role. 


e Topical application of PDGF and granulocyte-macrophage colony stimulating factor has promising results. 


[Antiseptic agents should be avoided.] 
A Antibiotics— 
e Oral or IV antibiotics according to severity of infection 
e Antibiotics should be used with coverage against gram (+ ve), gram (-ve) and anaerobes. 
A Revascularization 
A Limited amputation. 


Decubitus Ulc 


Pressure (>30 mmHg) over the tissue 


Collapse of capillaries | 


^ friction —————»| *— Shear force 
«— — —— Moisture 


V decreased delivery of nutrients 
to the affected tissue 


Stages of decubitus ulcer /pressure sore 
zz € € 


a 4stages of ulcer formation— 
e Stage |— Nonblanchable erythema, intact skin 
e Stage ll — Partial thickness skin loss involving epidermis, dermis or both 
e Stagellil— Full thickness skin loss 
e Stage IV—Full thickness skin loss with involvement of muscle and bone. 


CP/Tx 


a Usually presents over the sacrum, over the ischial tuberosity, posterior aspect of heel, buttocks, over the shoulder, 
occiput. 


This ulcers have punched out edge. 
A Treatment— 
Nutritional supplementation 
Debridement of ulcer 


Flap coverage or skin grafting may needed 


Care of the patient— 

a Change in position every 2 hours 
u. Use of water bed/air bed 

a Maintenance of hygiene 

a Keeping the skin clean and dry. 


Tuberculous Ulcer 


A Usually develops following bursting of cold abscess in neck, chest wall, groin. 


A Ulcer is often multiple, oval-shaped with irregular crescentic border and undermined edge. 


Tender ulcer with caseating material in the floor. 
Slight induration is the characteristic feature. 
A Regional lymph nodes are often enlarged. 


> 


Enlarged lymph node 


Undermined 
—edge 


Caseating 
— material in 
floor of ulcer 


Tuberculous 
ulcer 


E 


» 


> 


Meleney's ulcer 
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These ulcers seen in the postoperative wounds after surgery for peritonitis or after drainage of empyema thoracis 
Caused by symbiotic action of microaerophilic nonhemolytic streptococci and hemolytic Staph. aureus 

| 
Infection causing endarteritis of skin of postoperative wounds 

| 

Ulcer formation 

Undermined ulcer with plenty of granulation tissue in the floor 
Patient presents with painful ulcer with features of toxemia. 


Basic Priniciples of Ulcer 
Dressing 


A Primary aim of ulcer dressing— 
e To remove the dead, necrotic tissues 0, HO ze ; Microorganisms 


e To hasten the granulation process smart mariana cara bus 
d ds m | ja s t Mensa PES OO 


e To accelerate the healing. 
a During dressing, followings must be kept in mind: 
Excess exudate to be removed 
All dead and necrotic tissues should be excised 


Dressing must be permeable to oxygen, CO,, moisture and impermeable to microorganisms 


Dressing must be such that there will be minimal trauma during dressing change. 


Cyst 


Cyst 


Definition: 

= Abnormal sac-like structure 

= Has an outer wall (the capsule) 

= Contains a gaseous, liquid, or semisolid substance 
Site: 


= Anywhere in the body 


Liinical Presentation OT 
cyst 


+ Cysts in internal structures of the body may be | 
asymptomatic 


* Cysts in the skin or subcutaneous 


e Painless lumps (Progressive or stationary) - eo | 
* Palpable cysts ===» hard or soft Y 
* Fluctuation 


Pseudo cysts 


False cysts 
lack epithelial or endothelial cells 
Wall of fibrous or granulation tissue 


Pancreatic pseudocysts, Mediastinal pseudocyst, 
Adrenal pseudocysts 


Common cysts 
Sebaceous cyst 
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Sebaceous punctum 
IS 

diagnostic of 
sehaceous cvst 


EM Multiple sebaceous cysts on 


the 
ne situation 
Multiple 
sebaceo 
us 
cysts on 
the Sebaceous hor 
scrotum 


Dermoid cyst 


e Is a growth of mature tissue enclosed in a sac 
(Teratoma) 

* Most often, dermoid cysts contain a greasy yellow 
material, but they may contain: 
— Bone 
— Fluid 
— Hair 
— Nerves 
— Skin 
— Sweat glands 
— Teeth 


* 80% of dermoid cysts occur on the head and 
neck 


Periorbital dermoid cyst 


Le el == 


Fig. 16.5: Median frontal Fig. 16.6: External angu- 

dermoid cyst, lipoma, lar dermoid cyst. Look for 

sebaceous cyst are other bony depression—it is 

differential diagnosis pathognomonic of this 
swelling 
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Fig. 16.7: Median frontal Fig. 16.8: Sublingual Fig. 16.9: Post-auricular 
dermoid cyst at the root of dermoid. (Courtesy: dermoid cyst. Location 
the nose.Test for cough Dr Sreejayan, Professor and soft consistency 
impulse of Surgery, Calicut are characteristic 


Medical College) 


Fig. 16.11: Implantation dermoid 
cyst. IB synovitis and chronic abscess 
are 1he other differential diagnosis 
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Fig. 16.12: Ovarian teratomatous dermoid cyst. Usually 
they are bilateral. Large ones with pedicles are 
vulnerable for torsion. (Courtesy: Dr Rajesh Bhakta, 
Associate Professor, Dept. of OBG, KMC, Manipal) 


* Common dermoid cyst: 
— Ovarian dermoid cyst 
— Spinal dermoid cyst 


* Rarer dermoid cysts: 


— Epibulbar dermoid cyst: eye surface 
— Intracranial dermoid cyst: brain 


— Orbital dermoid cyst: Occurs around 
the bones of eye socket 


— Nasal sinus dermoid cyst: nose 


Complications of 
dermoid cysts 


Damage to nearby bones 
Infection 


Rupture of the cyst 


Twisting of the ovaries (ovarian torsion) 


Injury to the spinal cord or nerves 


Behavior 


= As dermoid cysts grow slowly and contain mature 
tissue, this type of cystic teratoma is nearly 
always benign 


= |n rare cases the dermoid cyst is malignant 
Treatment 


= Surgical removal is the only effective treatment 
for any type of dermoid cysts 


TB sinus 


e What Is the appropriate Treatment of 
cold abscess ? 


A. Excision 
B. Incision and drainage 
C. Marsupialisation 


D. Nondependent aspiration 
E. Metronidazole orally for 10 days 


cyst 


Branchial cyst is best 
differentiated from cold abscess 
by : 

A. Fluctuant. 

B. Trans illumination. 

C. Contains cholesterol crystals. 

D. Contains sulphur granules . 

E. Contains blood. 


ulcer 


Whaich of the Following is not a 
feature of a healing ulcer ? 


À. Serous discharge 
B. Sloping edge 
C. Slough is absent 


D. Signs of inflammation are presen 
E. Decreasing in size 


sinus 


Which of the following is true 
concerning pilonidal sinus ? 


À. Hair is demonstrated in the wall 
B. It is congenital 

C. It is known for recurrence 

D. It undergoes malignant change 
E. It is common in children 


ulcer 


e Which of the following statements 
properly describe venous ulcer in the 
leg ? 

A. Deep painful ulcer 


B. Superficial ulcer with pigmentation 
around 


C. Penetrating ulcer with visible bone 
D. Ulcers on the dorsum of the foot 
E. It has an undermined edge 


